Negation of responsibility: a heavy price to pay?
Sir, We read with interest Mr Rosin's timely editorial (September 1987 JRSM, p 542) . The profession has been dragging its feet about audit for years, with a few enthusiasts doing their own thing. There are, however, welcome signs of activity, with the King's Fund leading and the Royal Colleges beginning to formulate guidelines. No doubt a further push will come from concern over rising malpractice insurance. On a wider front, the universities are considering audit of all their employees -including clinical academic staff. We agree that it should be primarily an educational exercise, but we do not share Mr Rosin's reservations about calling in the managers if the profession continues to make excuses about lack of time and money';
Audit can take a number offorms which investigate different aspects of work, for example: (l) Attendance and timing: Does the consultant do all the allocated sessions, start promptly, and put in the expected time in each? These can be checked by management.
(2) Performance: How does the consultant's record in patient mortality, morbidity, length of stay and other appropriate indicators compare with those of colleagues in the District, Region and nationally? This is already being measured by both managers and clinicians.
(3)Academic: Do consultants train and teach, advance their subject, and attend local and national conferences? This is obviously a professional matter.
(4) Competence: Has the consultant kept up-to-date? In some specialties (particularly pathology) there are excellent American self-testing examinations that can be obtained over here, so that consultants can check on their continued knowledge: but of course, no one may know how badly one has done. Those who then seek to improve their deficiencies are not the ones we need worry about. This should be a matter for peers.
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Venous Forum (Accepted 22 June 1987) Mr Rosin's suggestions for improvement are vague and he makes no mention of what is to be done to the few who continually fail assessment. A minority of consultants give rise for concern, but it is the minority who harm patients and bring the profession into disrepute. We make no suggestion here as to what might be done", '... they have not the courage to correct because they have not the courage to stand correction .. .' (Montaigne), Most cases of non-malignant and non-cardiac thoracic pain are due to lesions of the musculoskeletal system, analogous to the lesions of 'tennis elbow', and may be successfully treated with locally injected longacting corticosteroids'P. The term 'benign thoracic pain' should be replaced by the exact anatomical description and pathological condition, e.g. intercostal myofibrositis-. Patients usually welcome the prospect of local injection therapy to cure their symptoms. Those antipathetic to injections usually appreciate a positive diagnosis which indicates absence of malignant or other chronic disease of the thoracic viscera, and which also enables them to cope more easily with their often not-so-benign pain. I H J BOURNE Brentwood, Essex References p472). We too have made a special study on the subject. The main management problem is the length to which investigations should be taken in these contagiously anxious people and how best to reassure them.
We have found the abdominal wall tenderness test, not mentioned by Dr Moriarty, to be an invaluable guide. The test is not foolproof, of course, and it seems quite inexplicable in its apparent implication, but it is usually positive in these cases, often dramatically so, and seems logically to exculpate the underlying peritoneum and viscera in a demonstrable way, so providing a logical basis on which the pain may be explained ('musculoligamentous strain') and the patient reassured.
We recommend this test. It is undoubtedly useful! yet, despite it having been described over many years, seems to be little known. We consider it to be the most discriminating physical sign on which management judgment is based in almost every week of our clinical lives. WHFTHOMSON SST CARTER Reference
